This study presents the development, administration and evaluation of two brief group interventions for music performance anxiety (MPA) aimed at reducing anxiety and improving performance quality. A cognitive behavioural therapy intervention was developed based on an existing empirically-supported treatment Chilled (Rapee et al., 2006) , focusing on cognitive, physiological and behavioural symptoms. The second treatment, anxiety sensitivity reduction, targeted primarily physiological symptoms and included relaxation strategies. Interventions were administered in a workshop format over one day with four intervention sessions, preceded by a pedagogic practice skills session that functioned as a control/placebo intervention. A quasiexperimental group randomization design compared the interventions in a heterogeneous sample of community musicians. Sixty-eight participants completed measures of trait anxiety, anxiety sensitivity, depression, and MPA. Participants performed four times (pre-and post-placebo, posttreatment and follow-up) and were assessed for state anxiety and performance quality at each performance. Results indicated that both interventions offered moderately significant gains for the musicians: anxiety was reduced and performance quality improved after each intervention and changes were maintained at follow-up. Anxiety sensitivity reduction showed a trend to exceed the CBT-based interventions, but a larger, higher-powered study is needed to confirm this advantage.
Method
The Human Research Ethics Committee (HREC) at Macquarie University, NSW, Australia, approved this research study [5201200825] . All participants gave written consent to participate in all components of the research.
Design
The study included a pilot and a main study. The main study employed a quasi-experimental group randomization design. Prior to receiving the intervention, each participant received a placebo intervention, which also served as a control.
Treatment protocols
Brief online supported cognitive behavioural therapy for Music Performance Anxiety. The CBT intervention was based on the Macquarie University program, Chilled (Rapee et al., 2006) , an empirically validated group anxiety treatment originally developed for anxiety disorders in young people. Mifsud and Rapee (2005) found significant treatment effects at three-and four-month follow-up in 95 participants meeting diagnostic criteria for an anxiety disorder. Components of the Chilled program relevant to the treatment of music performance anxiety included psychoeducation, motivation and goal setting, establishment of exposure hierarchies, managing avoidance and emotion through emotion surfing, and cognitive restructuring. The program was adapted, with permission, for application to musicians experiencing significant music performance anxiety. Key adaptations included: development of psycho-education about the nature of music performance anxiety; affect recognition; identification of thinking styles; cognitive restructuring; and an introduction to the concept of exposure using the stepladder approach. Participants were encouraged to develop a step-by-step plan to manage high anxiety situations such as playing during a music examination. In this case, the first step would comprise learning and practising the repertoire. Once mastered, the student plays one fully prepared examination piece, with which s/he is most confident to a supportive person, such as parents, partners, or a couple of friends in the home. Once mastered with low anxiety, the next step would be to perform that piece in the teacher's studio for the teacher, then for a small group of supporters, such as those in the first step. Gradual progression to the full examination program would be a possible next step, performed for family in the home, then the teacher's studio with other students in the studio. Exposure tasks were introduced on the day of the workshop. Implementation of the exposure tasks by participants was undertaken in vivo in the three weeks following the program. The intervention consisted of four sessions of equal length delivered across one workshop intervention day. This was followed by three weeks of suggested activities implemented by the participants (in the form of a take-home workbook with homework activities), supported online by the second author. The workbook provided reading on specific topics and selected tasks to reinforce the learning.
Anxiety sensitivity. The anxiety sensitivity (AS) intervention used a protocol developed by Gardenswartz and Craske (2001) adapted by the researchers for music performance anxiety. The intervention targets the physiological symptoms of anxiety. Elevated anxiety sensitivity has been associated with the development of panic disorder. Gardenswartz and Craske (2001) proposed that a targeted, brief intervention addressing this factor would reduce the risk of the onset of panic disorder. In their original study, after treatment, participants were less likely to develop panic disorder in the six months following treatment. The protocol was delivered in one day over five hours. The workshop content included psycho-education about the nature of anxiety, breathing retraining, and a brief progressive muscle relaxation session. Participants were introduced to interoceptive exposure techniques to mimic symptomatology (running up and down on the spot, hyperventilation, holding breath, breathing through a straw). Participants then repeated these exercises, followed immediately by playing brief excerpts of music (several notes, scales) to experience their symptoms in vivo. Participants were also introduced to selfassessment methods such as the subjective units of distress (SUDS; Wolpe & Lazarus, 1966) to track their progress, and were encouraged to continue practising these exercises over the following weeks.
Both interventions were conducted by the second author, who is a flautist, flute examiner for the AMEB and a clinical psychologist. The first author supervised the implementation and conduct of the interventions.
Pilot study
Prior to the main study, the intervention protocols were pilot-tested with a small representative sample of 10 musicians studying instruments under the AMEB (Australian Music Examination Board) syllabus to estimate intervention efficacy, evaluate appropriate timings for each session, and to gain feedback on the CBT workbook. Each intervention was conducted across five sessions at weekly intervals (one placebo intervention and four intervention sessions). Follow-up data was collected two weeks after intervention cessation. Feedback from the pilot study indicated that participants preferred a one-day workshop over five individual sessions. This was also the preferred format for the researchers because it eliminated the problem of non-attendance. Adjustments were consequentially made to the protocol following the pilot test.
Main study
Recruitment. To recruit participants, contact was made via emails and circulars distributed throughout New South Wales to secretaries of community bands, orchestras and choirs; studios; regional conservatoria; music teachers; and members of the Music Teachers' Association of New South Wales. The second author presented overviews of the proposed research at AMEB information days, Music Teachers' Association of NSW HSC Workshops and Amateur Performers Club meetings, and distributed recruitment material at the conclusion of each presentation. Short articles introducing the study were also inserted into community band and choir newsletters (e.g., Flute Tutor).
Participants. Community musicians and singers, including members of community bands (brass and military), community choirs, regional conservatoria networks and private music studios from around New South Wales and the Australian Capital Territory were recruited for the study. Participants were located in diverse geographical locations, necessitating the conduct of 10 group intervention days. A manual randomization protocol was used to randomize groups into one of the two interventions.
Procedure. Participants were requested to prepare a two-to three-minute unaccompanied recital for assessment at four times during the study: at baseline (Performance 1), after the placebo session (Performance 2), after the intervention session (Performance 3), and at four-to six-week follow-up (Performance 4). Participants completed demographic and self-report measures at the beginning of the workshop. After completing preliminary self-report tools, participants left the intervention room and completed the state anxiety subscale of the Spielberger State-Trait Anxiety Inventory (Spielberger, Gorsuch, Lushene, Vagg, & Jacobs, 1983) in an adjoining room prior to Performance 1 to assess levels of arousal prior to each performance. Participants were randomly allocated performance order by selecting a piece of paper from a container with a number on it. This number became the participant's performance position for all subsequent performances. For each performance, participants entered the treatment room, handed the completed state anxiety form to the researcher and performed their brief recital. All participants used their own instruments except for pianists.
All performances were recorded audio-visually using an Apple iPad (version 4) attached to a RØDE iXY recording microphone for later assessment by expert judges. The microphone was placed approximately one metre from the sound source of each instrument according to the layout of each treatment room. One expert judge attended and evaluated the performances in person. The second expert judge evaluated the music samples in a quiet environment using aural closed-back stereo headphones (Sennheiser HD 650) while viewing performances on video screen. Performance assessments were recorded by circling numerical grades on the protocols during performances. Two-minute breaks were provided between each recording to allow Judge 2 to complete each protocol.
After Performance 1, all participants returned to the treatment room and participated in a one-hour PowerPoint presentation based on the pedagogical advice in Kenny (2011) . This presentation was designed to act as a placebo and did not include any active treatment component. After the control presentation, participants were asked once again to move to the adjoining room and complete a second state anxiety subscale prior to Performance 2. Using the previously allocated order, each participant entered the treatment room and completed Performance 2.
Following a 10-minute break, intervention sessions one, two and three of either the CBT-or AS-group-based interventions were delivered. Following the final intervention session, participants withdrew to an adjoining room to fill in a third state anxiety inventory and individually completed Performance 3 in the treatment room. Between four and six weeks after the intervention, the researcher returned to each treatment location for final administration of the state anxiety inventory and Performance 4 (see Figure 1 for overview of the protocol). Participants were greeted in the treatment room, and then directed to the adjacent room to complete the state anxiety subscale. Complete data sets were collected for all participants.
"Placebo" presentation. A placebo intervention was developed for administration after collection of the first set of data and prior to the first intervention session. This allowed participants to act as their own control, thus strengthening the statistical power of the study. This session included a PowerPoint presentation targeting practice preparation tips for musicians. It included sections on how to practice, differences in practice techniques and appropriate times to apply each approach. A self-care section followed, including guidance regarding diet, exercise, sleep and rest strategies. General motivations for playing music were explored, and standard goal setting strategies applicable to music pedagogy were discussed. The final section included discussion on implementing a three-month program of focused practice. The PowerPoint concluded with a brief case study presentation of two diverse practice approaches.
Measures
Demographic information. The demographics questionnaire requested participant age, gender and how many years they had studied music, their daily practice time and to indicate with a "yes", "no" or "not sure" whether they wished to be professional musicians. They also indicated whether they performed in public once per week, once per school term (or four-monthly) or once per year. To report performance context, participants were asked to tick any or all of the options of studio concert, exam, eisteddfod, parents or friends, and school. They were also asked to report performance patterns by nominating one of the following: solo only, mostly solo with some ensemble, mixed solo and ensemble, mostly ensemble, or ensemble only. (K-MPAIr; Kenny, 2009 Kenny, , 2011 . This instrument measures the symptomatology of music performance anxiety as expressed through physiological, cognitive, behavioural and emotional domains (Kenny, 2011) . Items in the K-MPAI operationalize the emotion-based theory proposed by Barlow (2000) . The K-MPAI is the only validated tool currently in use to assess music performance anxiety that examines underlying psychological characteristics in addition to somatic and cognitive symptoms. Principal axis factoring of this 40-item tool using a sample of 159 tertiary students revealed 12 factors, which Kenny (2011) further extrapolated into three focal areas comprising early relationships and attachment, general underlying psychological vulnerability, and performance concerns (Kenny, 2011) . Factor analysis using a population sample of 377 professional orchestral musicians revealed a similar pattern, with six robust factors (Cronbach alpha; Kenny et al., 2014) A recent cross-cultural validation of the K-MPAI (Chang, Kenny, & Burga, in press ) using a high order exploratory factor analysis (HOEFA) with the Schmid-Leiman solution (SLS) performed on the K-MPAI items of Australian and Peruvian musicians found a high order structure with one high/second order factor (G), named "Negative affectivity in relation to music performance anxiety" and two first order factors ("music performance anxiety" and "depression") for both samples. The clinical cut-point for the K-MPAI using Youden's Index for STAI-T ≥ 65 was 105.3; 29% (n = 109) of professional orchestral musicians scored in this range (Kenny, 2016) . Spielberger et al., 1983) . This widely used scale measures both state (STAI-S; 20 items) and trait anxiety (STAI-T; 20 items). It has good to very good internal consistency (Cronbach's alphas between 0.86 and 0.95) with adult, college, high school and military samples. Thirty-day test-retest reliability was reported as reasonable with a high school-age sample (state: r = 0.71; trait: r = 0.75). This tool has been used in conjunction with music performance anxiety survey tools, and distinguishes between proximal experience of anxiety before a stressful event (state) and a more distal and enduring inclination towards anxiety (trait). Kenny (2004) found that high trait anxiety scores were significantly higher in a sample of opera chorus artists compared with the normative sample, matched for sex and age group, used to standardize the test. Kroenke & Williams, 1999) . The Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (PRIME-MD-PHQ-9) has been validated as a quick screening tool for depression (Dietrich, 2003) . It applies criteria from the DSM-5 (American Psychiatric Association, 2013) to determine whether an individual reports experiencing symptoms of depression during the preceding month. For musicians answering yes to both depression questions on the PRIME-MD, the K-MPAI cut-point was 118.5; for those answering yes to one of two questions, the K-MPAI cut-point was 110 (Kenny, 2016) .
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Anxiety Sensitivity Index (ASI; Reiss, Peterson, Gursky, & McNally, 1986) . The Anxiety Sensitivity Index (ASI) is a 16-item inventory in which respondents indicate on a 5-point scale the level to which their anxiety symptoms distress them (0 = very little, 1 = a little, 2 = some, 3 = much, 4 = very much). Scores range from 0 to 72. Psychometric and structural properties of the ASI are acceptable; Cronbach's alphas for subscales range from .73 to .91 across multiple samples (Taylor, Jang, Stewart, & Stein, 2008) . The ASI has demonstrated good test-retest reliability. Anxiety sensitivity is conceptualized as multidimensional, and the 16 items evaluate (a) fear of physical symptoms (e.g., "It scares me when I feel shaky"), (b) fear of cognitive dyscontrol (e.g., "When I am nervous, I worry that I might be mentally ill") and (c) fear of social concerns (e.g., "It is important to me not to appear nervous"; Zinbarg, Mohlman, & Hong, 1999) . Although there is a revised version of the ASI (Taylor & Cox, 1998) , it has 36 items and was considered too long to administer along with the 40-item K-MPAI.
Performance quality. Two expert judges, each with over 25 years' experience as senior examiners for the AMEB, assessed participants' performances either live or via audio-visual recordings. Expert Judge 1 assessed all performances; Expert Judge 2 assessed 25% of recorded performances, chosen randomly (across Performances 1, 2, 3 or 4) in order to assess interjudge reliability (Shedler, 2010) . A score of zero represented an unsatisfactory performance; a score of six represented an outstanding performance. Assessments were based on technique (e.g., fingering, articulation, bowing, breathing, tone production), accuracy, dynamic contrasts, tempo and rhythm, phrasing, musicianship and creativity (Stanley, Brooker, & Gilbert, 2002) .
The participants' level of advancement was determined by the difficulty of each participant's own choice of musical item and its placement within the various examining boards' graded exam syllabi (preliminary grade through to eighth grade, associate and licentiate diploma). Judges assessed each performer from the criteria defined in the syllabus for that grade level. Each participant was awarded a final overall grade based on scores derived from those awarded by Expert Judge 1.
Results
Sample characteristics
The sample comprised 68 musicians and singers aged 16 to 81 years (M = 44.51, SD = 15.95). There were 23 males (33.82%) and 45 females (66.18%). Table 1 presents the current age, age commenced music lessons, how many years they had studied music and average daily practice of the participants; Table 2 summarizes their musical profiles. Participants' musical skill levels ranged from the earliest beginners (n = 3) to postgraduate or doctoral performance level semi-professionals (n = 5). Eight participants were in senior secondary school (Years 11 and 12); five were enrolled in undergraduate or postgraduate tertiary music programs; 44 worked in non-music related professional, administrative or technical roles; five were performing home duties; and six were retired. Fourteen participants reported that they did not have private music tuition; the remaining 54 reported having regular music tuition.
Baseline pre-tests
A series of one-way between-group analyses of variance (ANOVA) were conducted to explore group differences across the two intervention groups at baseline. The ANOVA assumptions of normality and homogeneity of variance were not violated. There were no statistically significant differences between the intervention groups in age, F(1, 66) = 0.30, p = .60, years learnt music, F(1, 66) = 0.95, p = .33, or daily practice, F(1, 66) = 1.1, p = .30. A Pearson's chi-square test for independence indicated no significant differences in the distribution of males and females across CBT and AS intervention groups at baseline, χ 2 (1) = 0.58, p = .61, ns. The two groups were not significantly different regarding the distribution of performance formats: studio concerts, χ 2 (1, n = 68) = 0.54, p = .46, ns; exams, χ 2 (1, n = 68) = 0.00, p = 1.0, ns; eisteddfodau χ 2 (1, n = 68) = 3.3, p = .07, ns; for families and friends, χ 2 (1, n = 68) = 0.94, p = .33, ns; or educational settings, χ 2 (1, n = 68) = 0.00, p = 1.0, ns. A chi-square test for independence indicated no significant associations between performance patterns (solo only, mostly solo, some ensemble, mostly solo with some ensemble, mostly ensemble with some solo and ensemble only) between CBT or AS groups, χ 2 (1, n = 68) = 3.49, p = .48, ns. A moderate association between professional aspiration and the CBT group was evident, χ 2 (1, n = 68) = 6.7, p = .03, c = 0.29; more participants in the CBT group expressed an aspiration to be a professional musician than in the AS group, although the effect size was small. 
Pre-tests on psychological measures
Anxiety measures. The mean score (43.6, SD = 11.1) for the total sample on the ASI fell within the clinical range for anxiety sensitivity. Scores were comparable with those reported by samples with social phobia and panic disorder with and without agoraphobia, and also with those reported by clinical samples with specific phobias (Taylor et al., 2008) . The mean for the K-MPAI was 138.4 (SD = 31.0). Comparatively, in a sample of 377 professional orchestral musicians, the sample mean was 83.7 (Ackermann, Kenny, O'Brien, & Driscoll, 2014) . In a ROC analysis identifying cut-off scores for a clinically significant anxiety disorder, a score of 104.5 on K-MPAI equated to scores greater than one standard deviation above the mean on the STAI-T (Kenny, 2016) . The mean score for the STAI-T (62.0, SD = 11.43) (range: 33-90) was more than one standard deviation above the mean for the normative sample. A one-way between-groups ANOVA showed no significant differences between intervention groups in K-MPAI, F(1, 66) = 0.01, p = .91, µ = 0.00; ASI, F(1, 66) = 0.97, p = .33, µ = 0.01; or STAI-T scores, F(1, 66) = 2.1, p = .16, µ = 0.04.
Depression. Musicians responded to two questions from the PRIME-MD-PHQ. Responses in the affirmative have been reliably shown to be indicative of the need for further investigation for depression. Fifty-seven per cent (n = 39) of musicians in the sample responded with yes to the first (n = 23, 33%) or second (n = 16, 23%) questions only, or yes to both questions (n = 13, 19%). Thus, pre-treatment and across both intervention groups, the majority of musicians in this sample reported symptoms of depression consistent with the need for further investigation. There were no significant differences between the CBT and AS groups in responses to the two questions in the PRIME-MD-PHQ in the sample: For Question 1 -χ 2 (1, n = 68) = 0.60, p = .44, C = 0.09; for Question 2 -χ 2 (1, n = 68) = 1.07, p = .60, C = 0.12.
Pre-and post-test analyses
State anxiety. State anxiety scores were normally distributed for both interventions as assessed by Shapiro-Wilk's test (p < .5). Analysis of covariance identified K-MPAI but not STAI as significant, so K-MPAI was included in the subsequent single factor within subjects MANOVA to assess the effect of the two interventions on participants' scores on state anxiety prior to each of the four performances (pre-treatment, after placebo, post-treatment, and at four-to six-week follow-up as a covariate). There was no main effect for time; however, there was a small but significant time × group interaction, Wilks' Lambda = 0.88, F(3, 64) = 2.88, p = .04, partial eta squared = 0.12, observed power = 0.67, showing a decrease in state anxiety for the ASI group between times 2 and 3, but no such change in the CBT group. Figure 2 depicts the state anxiety mean scores across the four time points for each of the CBT and AS groups.
Performance quality. An intra-class correlation coefficient (ICC) was conducted on 25% of performances co-rated by the second expert judge. A high degree of reliability was observed: a single-measure ICC = 0.84 with 95% confidence interval [0.75 to 0.90]. A single factor within subjects MANOVA was conducted to assess the effect of the two interventions on participants' overall performance quality scores across the four performances (pretreatment, after placebo, post-treatment and at four-to six-week follow-up). To fully assess the effect of intervention, K-MPAI scores were entered as covariates. The Shapiro-Wilk's statistic showed that performance quality was normally distributed, Levene's test confirmed homogeneity of variance and Box's test confirmed equality of covariance.
There was a significant main effect for time, Wilks' Lambda = 0.774, F(3, 64) = 6.12 p = .001, partial eta squared = 0.23, observed power = 0.95, with both groups showing improvements in performance quality across performances. There was a significant interaction between intervention type and time, Wilks' Lambda = 0.80, F(3, 64) = 5.16, p = .003; partial eta squared = 0.19, observed power = 0.91. Participants in the CBT intervention group performed at similar levels at Performances 3 and 4, while participants in the AS intervention group demonstrated further improved performance quality at Performance 4. Figure 3 presents performance quality over time for the CBT and AS intervention groups.
Correlations between each state anxiety score with each performance score indicated one significant negative relationship at time 3 (post-treatment; r = -0.29, p = .014). When correlations were calculated by group, significant negative relationships between performances 3 (r = -0.39, p = .02) and 4 (r = -0.42, p = .01) in the CBT group were found. There were no significant associations for the AS group between performance quality score and state anxiety.
Depression. The depression score was categorized into three groups -those who answered "no" to both questions, those who answered "yes" to one question, and those who answered "yes" to both questions. Table 3 summarizes these findings.
Bonferroni post-hoc contrasts showed that for K-MPAI, scores were significantly higher for those who answered "yes" to both depression questions. For STAI-T, there were significant increases in scores over the three levels of depression. For ASI, no relationship with depression was found. There were no significant associations between depression category and performance quality ratings over time. 
Discussion
Both CBT and AS interventions demonstrated modest but significant gains for the participant musicians; for both groups, state anxiety was reduced and performance quality improved after intervention and these effects were maintained (CBT) or exceeded (ASI) at follow-up. The significant decreases in anxiety reflect recent findings of Braden, Osborne, and Wilson (2015) in a CBT intervention study delivered to 62 Australian adolescent musicians. However, in contrast to the present study, Braden et al. found no changes in performance quality when rated by expert judges.
Consistent with other recent studies of professional musicians (Kenny & Ackermann, 2015; Kenny et al., 2014) , significant levels of music performance anxiety, anxiety sensitivity, trait anxiety and depression were reported by musicians in this study. Also consistent with other studies, depression was significantly associated with elevated scores on the K-MPAI and STAI, a finding that adds support to Chang et al. (in press ) that the overarching factor in music performance anxiety is negative affectivity in relation to music performance. The self-reported state anxiety scores of this sample were higher at all performance times compared with those of a normative population. A number of studies have identified a strong positive association between high trait anxiety, state anxiety and music performance anxiety (Cox & Kenardy, 1993; Craske & Craig, 1984; Liston et al., 2003; Osborne, Kenny & Cooksey, 2007) . A study of American, non-aspirational tertiary-level music students (Robson & Kenny, in press) -a sample comparable to the present study of Australian community musicians -reported similar levels of psychopathology that, in both cases, exceeded that of professional musicians.
Music pedagogy has failed to provide appropriate support for musicians experiencing symptoms of music performance anxiety (Fehm & Schmidt, 2006; Kenny, 2011; Ryan & Andrews, 2009) , indicating that the development of effective interventions for music performance anxiety is both necessary and timely. These findings suggest that focused group intervention delivered in a day workshop format may have a significant effect on both the quality of a performance and the level of anxiety associated with performing.
While the theoretical underpinnings of each intervention suggest a different mechanism of action because of the different foci of the two interventions, i.e., cognitive (CBT) vs physiological (AS), they in fact shared some common features. These included psycho-education, exposure, and elements common to all successful psychological interventions regardless of orientation. A brief discussion of each of these elements follows.
Both intervention protocols included psycho-education -presentation of information on the automatic activation of the fight/flight/freeze response and its protective nature in the face of perceived danger. The facilitative aspects of this physiological response were presented and an evolutionary perspective was provided (Kenny, 2011, p. 176) . A social phobia model based on Rapee and Heimberg (1997) was also briefly presented with respect to understanding the origins of the somatic symptoms and how to gain some cognitive control of these. Williamon, Aufegger, and Eiholzer (2014) suggested that current international training programs for musicians lack exposure to meaningful performance situations. Current evidence-based practice guidelines advocate exposure for a range of anxiety disorders, including phobias and social anxiety and these should now be expanded to include music performance anxiety. The musicians in the AS intervention group showed no change in state anxiety between the first two performances (i.e., control -exposure alone), but a marked decrease following active intervention at Performance 3, and another smaller decrease at Performance 4. Despite receiving no active intervention between Performance 3 and follow-up, there were further intervention effects, suggesting that exposure and active intervention together may have accounted for this pattern of change over time. Future research might usefully explore the results of a group receiving exposure only throughout the four performances of a similar study to ascertain whether increased exposure alone results in decreases in state anxiety. In this study, two exposures were not efficacious, so it is yet to be determined how many exposures are necessary to achieve a reduction in anxiety.
The CBT-based intervention group reported steady decreases in anxiety prior to performance across all four performance times. Unlike AS, there were no intervention gains in this group between Performance 3 and the follow-up performance. However, it is not known how many of the sample completed the homework activities and implemented the exposure hierarchies. Future studies may need to review homework compliance in the CBT group to ascertain whether failure to complete homework had a negative impact on outcomes.
Common elements across interventions include factors evident in all successful psychological interventions. Rosenzweig (1936 Rosenzweig ( /2002 argued that the value of implicit factors, such as the therapeutic relationship, catharsis, or the therapist's personality, are common to all therapies with positive outcomes. In this study, both researchers were psychologists and musicians, placing them in an ideal position to understand the rigours and stresses of musical performance and to provide appropriate support, genuine understanding and empathy during interventions and performances. The therapeutic alliance has been identified as a significant predictor for intervention efficacy across theoretical models (Anderson Ogles, Patterson, Lambert, & Vermeersch, 2009) . Further, the quality of the relationship between therapist and patient, and the perception that the therapist is empathic to the client's situation can result in therapeutic change regardless of intervention orientation (Langhoff, Baer, Zubraegel, & Linden, 2008) . Kenny (2011) noted that significant differences in treatment efficacy have only been demonstrated when active treatments are compared with non-active or placebo treatments.
Comparisons between active treatments demonstrate that "the differences will necessarily narrow or disappear" (p. 260) as is the case with this study. This suggests that "patient characteristics, program integrity, study quality and the skill of the clinician delivering the interventions" (p. 260) are all important considerations when assessing treatment efficacy. The timing of follow-up may also affect the study's representation of treatment efficacy: some treatments, for example, psychodynamically-oriented therapies (Beutel, Rasting, Stuhr, Ruger, & LeuzingerBohleber, 2004; Leichsenring & Rabung, 2011) showed gains after treatment cessation and continued change during longer term follow-up. Similarly, in this study, AS but not a CBT-based intervention demonstrated further decreases in self-reported anxiety prior to follow-up performance, despite there being no active intervention in the intervening weeks. These differences were relatively small and should not be over-interpreted.
Limitations
The study did not include a control group. Inclusion of such would be of interest to ascertain the effect of exposure alone on the dependent variables of interest. A larger sample would have provided greater statistical power. Interventions administered in the clinical setting or in the field cannot be rigidly controlled (Borkovec & Castonguay, 1998) and thus risk the introduction of extraneous factors (van Balkom et al., 2008) . Use of multiple intervention sites raises concerns about consistency of implementation and program integrity across sites. The use of manualized treatments and the same treater across sites mitigated these issues somewhat. The sample, while all identifying as community musicians with music performance anxiety, was somewhat heterogeneous with respect to age, practice routine, and years of experience learning and performing music. Females comprised two-thirds of the sample. Differences between genders in experience and expression of music performance anxiety are an important consideration, and future research should study gender differences in this demographic. The sampling characteristics may have led to both dilution of results and the possible concealment of differences between the two interventions. Of necessity, group size across the various sites varied (3-10 participants) to cater to the wide geographical reach of the study. Individuals in the smaller groups may have received greater personal attention, while for the larger groups; delivery by necessity was more prescriptive and didactic. The amount of practice participants undertook between study performance times could not be controlled. Those sitting for performance exams during this time would have increased their practice and this may have had an impact on performance quality scores over time. Replication of this study with due consideration to the limitations outlined is needed before either intervention can be recommended for community musicians experiencing music performance anxiety. Clinical intervention studies for anxiety and depression traditionally rely on self-report and clinical interview assessment methodologies. However, studies of music performance anxiety have also employed physiological measurements e.g., stress hormones such as cortisol (Hamilton, Rellini, & Meston, 2008; Sadeghi, Eidi, Eidi, & Bahar, 2007) , heart rate (Ryan, 2004) and heart rate variability (Thurber, 2006; Williamon et al., 2014) ; these factors can be further explored in conjunction with self-report measures in future studies. Future studies could also explore how performance quality may be influenced by self-efficacy and motivation. Two studies of performance exam candidates (McCormick & McPherson, 2003; McPherson & McCormick, 2006) found that self-efficacy was the best predictor of performance grade.
Conclusion
This study contributes to the field of music performance anxiety generally, and has important clinical implications. The community musician population numbers in the hundreds of thousands worldwide, yet there have been few studies specifically focused on this demographic (McCormick & McPherson, 2003) . This research helps to address that gap. It also demonstrates that CBT-and AS-based interventions can be successfully adapted to treat music performance anxiety in community musicians in a group format. Intervention for the musicians in this study resulted in significant attenuation of anxiety symptoms and improvement in performance quality from baseline measures. While evidence of the superiority of either intervention was not found, the results of this preliminary study provide a foundation for further research. This will hopefully lead to the enrichment of the musical experiences of the large and diverse population of community musicians.
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